body into those arising in the endometrium and those arising in the muscle, and in each case he subdivides them into localized and diffuse types of growth. This author has collected fifty-four endometrial sarcomata, of which thirty-three were of the diffuse variety, as seen in this specimen which his description would very well fit. He states that:-" The uterus is enlarged by a diffuse endometrial sarcoma, giving the appearance of a, symmetrical tumour, rounded or ovoid, much resembling a pregnant uterus. A section of the uterine wall shows that it is divided into two layers-an outer, having the characters. of an ordinary uterine muscle, and an inner, consisting of a pale grey tissue which is soft, and friable." I should like to thank Mr. Bright Banister, under whose care the patient was, for his kindness in allowing me to show this specimen.
Discussion.-The PRESIDENT asked if metastases had been found after death. He agreed that certain sarcomata arose in fibromyoma, but he thought it was more usual for them to arise independently of these innocent neoplasms.
Mr. L. C. RIVETT said he was interested in this case as he did not believe that fibroids had any relation to sarcoma. It must be borne in mind that fibroids were present in about 10 % of women and therefore were frequently found concurrently with other conditions.
Mr. BELL (in reply) said that there had been no post-mortem evidence of metastases.
An Unusual Cyst of the Uterus By JOHN HOWKINS, L.R.C.P., M.R.C.S.
Mrs. H. W., aged 36, a multipara having had three normal labours,, was operated on for fibroids in 1932. There were classical symptoms and signs and at operation two fibroids were removed by myomectomy. The uterine cavity was opened and no intra-uterine fibroid polypi were found. Sterilization was performed by tying the tubes, and the uterus was ventrofixed.
In May 1934, the patient again complained of her original symptoms, which were menorrhagia and backache. The uterus was then removed by subtotal hysterectomy.
Specimen.-A globular uterus with a cervix 6 in. in length and about 4 in. diameter with a red polyp protruding through the os externum. The fallopian tubes had been removed at a previous operation. On sagittal section a cyst is seen to be present chiefly in the lateral wall, protruding into the posterior wall behind the endometrial cavity and containing 10 oz. of clear fluid. The cyst was surrounded by uterine muscle except in the lower part where it protrudes into the base of a polypoid mass springing from the left lateral and posterior walls of the canal. The polyp is 11 in. long and 1 in. in diameter and is composed of tissue surrounding one large cyst and several smaller cysts. The endometrial cavity is enlarged and spread over the inner surface of the cyst; the endometrium appears to be slightly thickened. There is no communication between the uterine cavity and any part of the cyst.
No myomectomy scar was seen.
Histology.-The microscopical section shows bhe walls of a major cyst and of a minor cyst; both are lined by epithelium which in parts is flattened cubical, and in other parts columnar, many of the columnar cells being ciliated. Beneath the basement membrane of the lining epithelium is a thin layer of connective tissue separating it from uterine muscle, which, in turn, separates it from the endometrium covering the base of the polyp. The uterine muscle appears to be normal and there is slight hyperplasia of the endometrium of the glands.
Discussion.-The possibilities of the origin of this cyst are (1) That it arose from the interstitial portion of the tube which was tied at previous operation, the proximal end becoming occluded. The low position of the cyst is against this theory.
(2) That it is an endometrial inclusion-cyst comparable to an inclusion-dermoid.
(3) That it is a cystic dilatation of an undeveloped horn of a bicornuate uterus.
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(4) That it is an endometrial implant in the myomectomy cavity. Against these last three are the facts that the cyst contained clear fluid and that no endometrial stroma was present beneath the epithelium lining the cyst.
(5) Cystic degeneration of an interstitial fibroid was ruled out by the presence of an epithelial lining to the cyst.
(6) That the cyst arises from some vestigial remnant such as the duct of Gartner, cysts of which are not uncommonly described in the lateral vaginal wall.
I have to thank the Bland-Sutton Institute for kind co-operation in this report.
The PRESIDENT said that Mr. Howkins had submitted a real problem. Clearly all the other forms of cysts in the uterus, apart from those arising from Mullorian implants or Wolffian relics, could be excluded, as Mr. Howkins had explained. The origirn of a large cyst from a Wolffian relic within two years in a woman aged 36, would, however, surely be a unique event, especially in the absence of'any virilizing hormone. This left an endometrial or tubal implant as the source. The fact that endometrial stroma was not present, and that, consequently, there was no blood, inclined him (the speaker) to the view of a tubal implant, such as Sampson had described in the ovary. This was a most interesting specimen.
Renal Cortical Necrosis Associated with Pregnancy By R. K. BOWES, M.S. RENAL cortical necrosis is a relatively rare condition of which there are now over 50 cases on record, the majority occurring in women and in association with pregnancy. Originally it was reported by Sir John Rose Bradford in 1898, and since then there has been a series of papers on the subject, including those of Rolleston in 1913 (describing 11 cases), Glynn and Briggs in 1915, Clifford White, 1918 , Cruikshank, 1923 , Crook, 1927 and, more recently, Davidson and Turner in 1930 , and Kellar and Arnott in 1933 Though almost exclusively a lesion confined to the female, Parkes Weber, in 1909, described it in a male aged 69, and Bamforth, in 1923 , gave an account of a classical example in a man aged 37 with dysenteric symptoms.
In women it is commonly associated with pregnancy and its disorders, but there are on record cases occurring in scarlet fever, diphtheria, carcinoma of the stomach, and rupture of the liver.
The condition has for its main clinical signs almost complete suppression of urine, and this, coupled with a definite pathology, forms a dramatic complication of pregnancy.
The details of the case reported now are as follows:-Mrs. H., aged 32, parity 2, was sent to St. Thomas's Hospital on October 27, 1933, by her doctor, four days after he had found albuminuria.
In the previous history there was no knowledge of renal disease or of a predisposing infectious fever.
The previous obstetric history was that the first pregnancy had been complicated during the seventh month by slight albuminuria and headaches which responded to medical treatment. The systolic blood-pressure was 140. Labour was six weeks premature in September 1932, and a macerated foetus was produced. During the interval between the pregnancies the urine was free from albumin and the bloodpressure was normal.
The last menstrual period had been in March 1933. The patient, in view of the previous toxmmia, was extremely carefully watched throughout the present pregnancy, her doctor testing the urine at weekly intervals. She was well and albumin-free till within four days of admission to hospital. It was then that she noticed swelling
